ABSTRACT: Increasingly, experts as deemed by personal experience or mental health service use, are involved in the education of nurses; however, accompanying research is limited and focuses primarily on opinions of nurse educators and students. The aim of this study was to develop an understanding of the potential contribution to mental health nursing education by those with experience of mental health service use. The research was part of the international COMMUNE (Co-production of Mental Health Nursing Education) project, established to develop and evaluate co-produced mental health content for undergraduate nursing students. A qualitative descriptive design was adopted with data collected through focus group interviews in seven sites across Europe and Australia. Experts by experience (people with experience of distress, service use, and recovery) co-produced the project in partnership with nursing academics. Co-production enriched the process of data collection and facilitated the analysis of data from multiple perspectives. Two themes are presented in this paper. The first focuses on how experts by experience can enhance students' understanding of recovery by seeing the strengths inherent in the 'human' behind the diagnostic label. The second highlights the importance of communication and self-reflection on personal values, where students can explore their own thoughts and feelings about mental distress alongside those with lived experience. Interacting with experts by experience in the classroom can assist in challenging stigmatizing attitudes prior to nursing placements. These findings can be used to inform international nursing curricula by increasing the focus on nursing skills valued by those who use the services.
INTRODUCTION
Internationally, those who have used mental health services are enhancing mental health nursing education, and contributing knowledge drawn from lived experience of recovery from mental distress and related service use (Happell et al. 2014a) . However, systematic involvement in mainstream mental health nursing educational initiatives remains embryonic. Therefore, the purpose of this project, entitled COMMUNE (Co-production of Mental Health Nursing Education), was to advance the involvement in mental health nursing education of those who have experience of service use. The project seeks to combine experiential and academic knowledge, to co-produce a module on 'mental health recovery' for undergraduate nursing students across seven partner sites (Iceland, Ireland (two universities), Norway, Finland, the Netherlands, and Australia).
The research team members with lived experience of mental distress demonstrated preference for the title 'expert by experience' (EBE) as opposed to 'service user', 'consumer', or 'patient'. It was considered problematic to use a title which was dependent on one's current orientation to service use, and the aforementioned terms lacked cross-cultural validation. EBE was agreed to accurately describe the phenomenological expertise brought by these researchers. For clarity, and for the reasons outlined above, EBE is also used in the presentation of findings.
The COMMUNE project used a co-production approach, and EBEs were partners in all stages of the research process, from grant application, through to dissemination. Filipe et al. (2017) argue that co-production in research facilitates a space for new forms of knowledge to be created. It moves beyond typical service user involvement and towards the co-creation of knowledge, where power differentials are acknowledged and equity issues addressed. The project commenced by conducting focus groups with those who have used the mental health services in each country to ascertain views on service user involvement in mental health nursing education.
BACKGROUND
Service user involvement in the education of health professional varies from service user academic positions in some institutions, to service users contributing to classroom discussions in others (Happell et al. 2014a) , and generally, there is a lack of service user input in curricula development (Higgins et al. 2011) . Research in the area is only beginning to emerge and much of what has been published focuses on student and health professional perspectives, with little known about service user perspectives (Byrne et al. 2013; Gidman 2013; Happell et al. 2014a) . The limited literature indicates there are both potential harms and benefits. Meehan and Glover (2007) observed service users had a number of concerns regarding their involvement in mental health nursing education. Participants highlighted that they can feel vulnerable as a result of their personal contributions, and they need to feel their contribution is valued by educationalists. McGarry and Thom (2004) outlined that while service users believed engaging with students increased their own confidence, support needed to be available when required. Nonetheless, these participants highlighted the benefits of service user participation as a means to enhance students' understanding of mental distress, along with advancing the needs of service users. Happell et al. (2015a articulated the view that service users involved in mental health nursing education sought to positively influence nursing students' attitudes and assist students to interact with individuals with a mental health diagnosis. It was identified that service user involvement could increase the opportunity to address students' misconceptions about mental illness. The importance of embedding lived experience perspectives throughout the curriculum was reported as significant in this context. Finally, highlighted that service users believed that telling personal stories meant students are provided with an alternative perspective on mental distress, which can broaden their understanding of recovery. However, argued for the need to move beyond storytelling as the primary expectation of lived experience contribution and embed a broader contribution specifically by service users into mental health nursing education.
In the light of the sparsity of multisite, international literature on service user involvement in mental health nursing education, the first phase of the COMMUNE project was to explore the thoughts and experiences of those who had used the mental health services on such involvement. This study specifically reports on how expert by experience (EBE) involvement might encourage students to see the individual behind the diagnostic label, and foster self-reflection on personal values and beliefs.
Co-production, as a philosophy and practice, was an important feature of this research. In particular, the research drew on the idea that co-production is an equitable partnership between experts by experience and professionals/academics (Meddings et al. 2014) . Co-production as a theoretical framework requires active collaboration and constructive dialogue which challenges traditional assumptions about the nature of knowledge. It offers an alternative approach, creating a mutual space where different social worlds can come together (Durose et al. 2014) . Gillard et al. (2012) identify that co-produced decision-making can enhance research findings and thus be a useful approach in identifying how service users and EBEs can impact mental health nursing education.
The COMMUNE project strives for 'transformative co-production' (Needham & Carr 2009 ) described as a new structure that embeds ideas of mutual trust and reciprocity and brings professionals and service users together to identify and manage opportunities to develop and deliver services. Transformative co-production is best demonstrated when the impact of public services is amplified by latent assets within the community, in this instance the nurse education community. Co-production is not merely about consultation or participation. The aim is not to involve people more in decisions, but it is to encourage use of peoples' personal experiences to help deliver an improved, more relevant service (Slay & Stephens 2013) , in this instance recovery-orientated nursing curriculum.
METHODS

Design
A qualitative descriptive design was adopted. This approach was chosen as it allowed for phenomena to be described by participants without being analysed through a predetermined theory or philosophical lens. This method has been identified as suitable when little is known about a subject (Sandelowski 2000) . Furthermore, the qualitative descriptive approach allowed for methodological flexibility, valuable in co-produced research. The entire research process (design, data collection, and data analysis) was co-produced which enabled collective learning, distributed decisionmaking, and ultimately improved quality and rigour. Reflexivity was embedded through collective reflection, with the entire consortium engaging in discussions on how the approach was being actualized.
Setting and sample
The research was conducted in seven sites, Finland, Norway, Iceland, the Netherlands, Ireland (two universities), and Australia. It is important to highlight that the format of nursing education differs in the partner sites. In Ireland, students enter a four-year bachelor's degree in mental health nursing, whereas in all other countries, students undertake a three-or four-year generic nurse training, with one or more specific modules on mental health.
To be included in the focus groups, participants were required to be over 18 years of age and have experience of using mental health services. Advertisements for the focus groups were displayed in prominent locations and promoted through local service user organizations in each country. In total, eight focus group interviews were conducted, with the university in Norway hosting two focus groups. Focus group interviews were conducted either within the university or in a community centre. The convenience sample in this research consisted of a total of 50 participants. A summary of the sample is provided in Table 1 .
Data collection
Data were collected through focus group interviews lasting between 60 and 180 minutes. In line with coproduction, each focus group was co-facilitated by a nurse academic and an EBE. The focus groups were guided by an indicative schedule with a limited number of guiding questions. In sites where English was not the first language, the focus group interview guide was translated and subsequently discussed among each national team to make sure that the meaning of the questions did not change in translation. The focus group questions are listed in Table 2 .
Each focus group was recorded by a digital audio recording device and transcribed verbatim to facilitate thematic data analysis. Transcripts and audio recordings are stored in line with local Data Protection Legislation. Electronic data are stored on a passwordprotected computer. Hard copies of documents are stored in a locked storage facility. Data will be retained according to the legal requirements of each participating university.
Ethics
Ethical approval was gained from each individual university ethics committee. Full details of the risks and benefits of taking part in the study were outlined in an information leaflet, and informed written consent was sought prior to participation. Participants were informed they were not obliged to participate and were free to withdraw participation at any stage.
Data analysis
Data from all sites were analysed independently by a nurse academic and an EBE, with data from Iceland, Norway, Finland, and the Netherlands translated into English. The analytic process was guided by Braun and Clarke's (2006) framework for thematic analysis. The rigour of the analysis was enhanced by having two analysts (i.e. one nurse and one expert by experience) within each country comparing and defining emergent themes. Data were then combined and analysed as a collective to achieve a cross-country thematic analysis. The phases of data analysis are described in Table 3 : discussion occurred throughout the process to resolve points of divergence and ensure diversity of perspectives were reflected in the analysis.
RESULTS
Two main themes to emerge from this research concerned how EBEs can enhance students' understanding of recovery by seeing the strengths inherent in the individual behind the diagnostic label, and the importance of self-reflection in informing future nursing practice, where students can explore their own thoughts and feelings about human distress with experts by experience. Direct quotes are used to illustrate the findings, with the country of origin of each quote provided (NOR = Norway, ICE = Iceland, AUS = Australia, IRE = Ireland, FIN = Finland, and NL = the Netherlands). What qualities do you believe are needed in mental health nurses in order to deliver nursing care and meet current and emerging needs of mental health service users? How can the skills and experiences of service users best be utilized to positively influence nursing students' image of mental health services and service users and enhance their recovery literacy? Do you have any experience of teaching nursing students, and if so can you describe the positives and negatives of the experiences? What may empower service users to become engaged in nursing education? How do you think the education of nurses could be improved to enable them to provide recovery-orientated care? What core concepts do you think nursing students should be taught to help them practise in a collaborative recovery-orientated way?
Theme One: Seeing the strengths inherent in the 'human' behind the diagnostic label
This theme focused on using lived experience to further students' understanding of mental distress and recovery. Overall, participants believed that having EBEs involved in mental health nursing education would bring positive changes to the future nursing practice of students. The dialogic process between the student, the EBE, and the nurse academic was highlighted as an effective mechanism for learning. Focus group participants believed that involving EBEs in the delivery of mental health nursing education would encourage students to see past diagnostic labels and develop a more relational, strengths-based approach to practice. The participants emphasized building rapport to see the 'human' behind the distress and developing an individualized approach to practice.
They could take . . . the background [of the service user] and see where they are now and see where they' going. Take a holistic view, a whole person view, instead of just the diagnosis or whatever they have {IRE} I'm a human being, I'm an individual, I am a person, and each person is going to present differently and with each set of circumstances and each admission I am going to present differently. . . to be trained in how to deal with people politely and with manners and to hold respect and to maintain trust and deal with them honestly [AUS] One of the things you really want as a client is to be treated as a human and not as a client or sick person but as a human {NL} Participants believed engaging with EBEs in the classroom can allow for success stories to be heard, journeys of recovery to be better understood, and any positive aspects of the experience to be discussed. It may also assist students to understand that recovery is self-defined, not something prescribed and measurable by the nurse. Hearing a narrative which encompasses both illness and wellness can illustrate that there is always potential for recovery, even for someone who has been acutely distressed with severe symptoms.
I've had about fifty admissions and if they had given up on the forty ninth time, which some of them did, I would never have got where I am today {AUS} There is nothing more beautiful than to see a person flourish. So they must be sold the wish to see people flourish, and see the value in it {NOR} Participants highlighted the importance of educating students about strengths-based approaches in practice, seeing past symptoms, and understanding the person as an individual. They shared that those who experience mental distress have positive strengths, talents, and unique personalities.
it would be good to teach nursing students not about where people are disabled but where people's abilities lie {NL}
The labels those who have used the service carry often determine how nurses interact with them. They respond with the labels but not to the persons behind them. For example, I think a lot of the nurses' education today is about treating the sick part, and therefore they automatically 
Phase one
The first phase of the analysis entailed each analyst becoming familiar with the data. The process began with the raw data of the transcripts being coded by each analyst separately in each country. An initial coding framework was identified Phase two
The second phase involved attempting to extract meaning by identifying major themes and patterns from the identified codes within the coding framework in each country Phase three
The third phase of the process involved meetings between the two analysts in each country: discussing, debating, and refining the emerging codes and themes Phase four
The fourth phase involved the reviewing of the themes/subthemes by putting them in relationship with each other. There was a continual working and reworking of the data until the themes/subthemes became stable enough to account for the presentation of the data in each country Phase five
The fifth phase involved cross-site analysis of all the focus group data from the participating countries. This was conducted in three phases by three analysts (one expert by experience, one student and one nurse academic) from the lead institution for this section of the COMMUNE project. This emergent analysis was then shared with all partners during a consortium meeting in Iceland, so that the amalgamated key findings derived from all the focus group data could be further redefined by the larger group of analysts (i.e. across all COMMUNE sites). In line with co-production, subsequent dialogue and debate between experts by experience and nurse academics facilitated confirmation of the reasonableness and consistency of the cross-site themes. Some changes were made to the phrasing/words used to describe some of the themes to reflect contemporary discourse and applicability and understanding for an international audience think that everything you say and do is a symptom of your disease. Instead of seeing the whole person and try to hold on to, and build on, the resources you have, they hold on to the sick, and that keeps people down. . .I think that's very important, that everything you say, everything you do, does not have to be a symptom of your disease. It could be who you are as a person {NOR} Some participants shared how their experiences of engaging with nurses were sometimes negative, hence slowing down or stalling their recovery process. It was highlighted that pathologization was the key reason for these adverse experiences. Only the disease, diagnostic label, or symptoms are seen and the humanity is not recognized. It was argued that treating the illness and its symptoms alone is too narrow to develop an understanding of the whole person. This in turn may cause the person in distress to feel somewhat invisible, not valued, or lost behind their diagnosis.
To learn more about the whole person, rather than the ill person. . .to know what a person is like, the whole dimension of the person, not just the sick person. . .to always have the mind-set of don't focus on the illness as much, focus on the person. . .to actually see. . .a whole person {AUS} Participants emphasized that nurses need to develop a more individualistic understanding, and not categorize people according to disease labels and clinical criteria. Instead, it was considered valuable to help students develop an appreciation of what it is like to experience distress and the potential for recovery. Participants suggested this could be achieved by having EBEs discuss their real-life experiences and the factors that influenced their recovery. The importance of honesty was highlighted here. If a person had a difficult or bad experience in the mental health services, it was expressed that this too should be discussed and explored, not hidden. I think it is really important to inform about recovery, how different it is and how people use different paths in their recovery. Talk a little about your own recovery and how important it was to meet the "right" people, people that believed in you, gave you hope {ICE} Through engaging with various individual perspectives, students will also be exposed to different EBE experiences, showing that recovery is an individual, self-defined journey:
To see people who recover come into the classroom and speak to students and actually see. Theme Two: Promoting self-reflection through two-way communication
Participants emphasized the importance of nursing students' communication skills and self-reflection as means to enable two-way communication where students engage in a dialogue with EBEs to explore their own thoughts and feelings about mental distress. Participants viewed an in-depth formation of relationships with service users as foundational for recovery-orientated practice. Participants reflected on their own past experiences of using mental health services and from this identified that it is important for nurses to allocate time, to dialogue with service users, and to build a trusting and authentic rapport. It was proposed the optimal way to foster that trusting relationship and to promote a dialogical approach was to include topics such as communication, including listening, empathy, use of positive language, and interpersonal values in the curriculum.
I want my mental health nurse to be honest, not to say something he or she do not mean, and I believe that if you want to have effects on someone you must be willing to let them have effect on you, it must be a twoway communication [ICE] If you see that a professional trusts you, you trust them in conversations {NL}
The importance of the 'quality' of interactions between nurses and service users was highlighted. Participants argued therapeutic engagement cannot be achieved without spending time with the service user. Concerns were raised regarding the often limited amount of quality time a nurse should and could be spending with a service user in a hospital setting. Service users in acute inpatient settings are likely to be experiencing acute distress and, as such, require more one-onone quality time to engage with the nurse. However, the demands of completing task-orientated duties were identified as putting this essential therapeutic engagement in jeopardy. This professional tension should be highlighted by EBE educators in the classroom.
There's the practical part, listening to the user and hearing what she has to say, and taking time. Taking time can often be difficult but at least pick up signals from the user, and really listen to her. . .I think a lot of them known the theory, but I think when they enter the hectic everyday they work in, they don't have time. Because a good process takes time. I don't think they have time. I don't think they take the time {NOR} You might be lucky if you had five minutes a day with a nurse. {IRE} Self-reflection by students was identified as a way to enable awareness of their own inner values and beliefs and to highlight how these values and beliefs can be projected onto another when communicating with them. By encouraging the students to engage in self-reflective tasks, in collaboration with EBEs, it was hoped that their communication skills and emotional intelligence could be developed and enhanced. More specifically, students could better understand how their communication skills may be perceived by someone in distress or experiencing vulnerability. Furthermore, self-reflection was seen as a way of encouraging nursing students' ability to have empathy by figuratively placing themselves in the position of the person who has used the service.
Nurses would benefit a lot from reflection groups with voices of experience. Then you get not only the voice of experience, but you also get cooperation from the start. . .discussing a question like 'which situations in life make me feel powerless?'. It's so common, we've all been there. To become more conscious, about what do I do to take power back. I think the knowledge they gain there can easily be transferred {NOR} It was also suggested that self-reflection around mental health specifically would be beneficial and assist each individual student to become aware of how they have been exposed to mental distress in everyday life. For some students, they may realize that they have experienced mental health difficulties themselves or observed someone they care about in distress. It was suggested that they may not have reflected or considered the impact of this in depth before.
First of all, what is your own lived experience? Have you ever been exposed to a mental illness before? Is it something that you've journeyed through yourself? What experiences do they bring to the training exercise? {AUS}
DISCUSSION
Contemporary mental health nursing practice is influenced by multiple external factors which can inhibit the delivery of person-centred approaches (Feo & Kitson 2016; Kieft et al. 2014) . Complex risk and legal frameworks (Szmukler & Rose 2013; Williamson & Lawton-Smith 2013) , assessment against diagnostic criteria (Ford et al. 2013) , and a heavy emphasis on psychotropic medication (Morrison et al. 2015) as the key foci of treatment are accepted as part of the role (Thompson 2016) . These factors may influence nurses to become personally detached from those who use the service (Hendry et al. 2017; Manuel & Crowe 2014) . In addition, substantial administrative processes limit the time that nurses spend interacting on a personal level (Kessler et al. 2015) . In contrast, findings from this research indicated that participants across all sites sought a more humanistic approach from mental health nurses in order to progress their recovery. Similar to previous research (Corrigan 2014) , the persistent emphasis on presenting deficits often led to those who use the service feeling powerless and losing hope. This is a serious issue when personal agency is needed for recovery (Oles et al. 2015) . A strengths-based approach was described by participants as having the opposite effect. The act of assisting the person to identify strengths in a dialogue, rather than adopting a pathologizing lens, opens options for the future (Eriksen et al. 2014; Slade et al. 2014) . The value of fostering hope in this way is critical (Oles et al. 2015) . Deegan (1988) describes the role of hope among service users as a 'matter of life and death' Similarly, participants in this research sought an individual approach from nurses which fostered hope and capitalized on their abilities and potential as opposed to narrowly focusing on their limitations.
A culture of optimism and future-orientated thinking is integral to a recovery-orientated nursing approach (Kirst et al. 2014; Thompson 2016) . However, the ability to foster hope in service users may be compromised if students are not confident that recovery is possible (Oles et al. 2015; Risvi 2016) . Nursing students' experience of mental health services on clinical placements generally involves service users who are acutely distressed or in crisis, and there are less opportunities for students to interact with those in recovery (Eriksen et al. 2014) . Involving EBEs in mental health nursing education offers the opportunity for this to occur. Interactions with individuals who have progressed along their recovery journey can galvanize belief in recovery as a concept (Millar & Chambers 2016) , and thus, nurses can be better equipped to facilitate a hopeful culture (Kirst et al. 2014) .
Previous research suggests studies of the prevalence of mental illness have little impact in shifting negative beliefs about service users (Thornicroft et al. 2013) and foster pessimism about recovery. The most effective method of addressing stigmatized attitudes towards mental illness is personal contact with service users, in conjunction with education (Corrigan et al. 2012) . This research cements this position. Establishing positive attitudes from the outset is likely to translate into higher-quality nursing practice (Kieft et al. 2014) .
Exposure to those in recovery, combined with the self-reflection on values, provides a solid foundation for prospective nurses to build humanistic relationships with service users. Similar to previous research, participants identified that nurses must have the communication skills to develop a rapport (Oles et al. 2015) , and prioritize this engagement equitably with other organizational demands (Kieft et al. 2014) .
Mental health nursing is unique in that the self is the primary tool of intervention (Rankin 2013) . Therefore, a practitioner's priorities vary in response to their own values and biases (Feo & Kitson 2016) . More specifically, nurses may believe people with some diagnoses have less chance of recovery, thus impacting on their clinical decision-making (Szmukler & Rose 2013) . The findings of this research emphasize the value of exploring these beliefs and reflecting on their potential impact on practice. Exploration, in a supportive educational setting, allows the student to critically assess their own worldview (Corrigan et al. 2012) . Participants hoped this personal analysis would reduce judgemental attitudes. Nurses would then be better able to hold 'unconditional positive regard' for all service users (Richardson et al. 2015; Risvi 2016) . By focussing on self-reflection in mental health nursing education and by this self-reflection being facilitated by EBE educators, students can explore their understanding of their own core values and of the impact of their communication strategies, to enable them to become more effective practitioners.
Undergraduate nursing curricula have a responsibility to challenge the assumed chronicity of mental distress and encourage students to believe that recovery happens. Involving EBEs in teaching undergraduate nursing students has demonstrated positive outcomes in influencing nursing students' attitudes to people diagnosed with mental illness (Happell et al. 2014a; Schneebeli et al. 2010; Simons et al. 2007) . In particular, involvement of those who have used the services has been identified as assisting students to overcome fear (Happell et al. 2015a) , adopt a more empathic and holistic approach to working with people diagnosed with mental illness (Byrne et al. 2013) , and develop a greater appreciation for the value of mental health nursing practice (Happell et al. 2014b) . The stigma attached to mental illness is an obstacle which can prevent nurses from connecting with service users in a meaningful way (Thompson 2016) , and initiatives to counter this are essential.
Despite the acknowledged benefits, involving EBEs in educating nurses and other healthcare professionals remains in its infancy and generally occurs on a limited and ad hoc basis (Happell et al. 2015b; McCann et al. 2009; Meehan & Glover 2007) and is frequently confined to the use of story . The sharing of personal experiences allows students an opportunity to view service users differently, as multifaceted people rather than a one-dimensional set of diagnostic criteria (Eriksson 2013; Gidman 2013; Meehan & Glover 2007; Ridley et al. 2017) . However, it is argued that service users can extend well beyond the use of personal narratives and provide a legitimate knowledge base drawn from lived experience Meehan & Glover 2007) . This research offers suggestions as to how this can be achieved.
LIMITATIONS
As with all qualitative research, the aim is not for the findings to be generalizable; however, the multisite nature of this research can allow for readers to see the similarity in findings across countries, with varying types of education and mental health systems. The data analysis in some countries had to be translated into English, and this has the potential to lead to loss of some contextual data. However, the rigour of the analysis was enhanced by consistent dialogue between researchers as well as the co-production process.
CONCLUSIONS
The recognition of the value of lived experience in enhancing mental health nursing education is essential. The participants in this research identified that developing students' understandings of recovery, enabling students to see beyond diagnostic labels, and adopting a strengths-based approach to practice were fundamental. Nursing curricula need to focus more on communication and self-reflection. Involving EBEs in teaching will assist students to explore their own values, beliefs, and underlying biases, thus providing transformational education beyond 'storytelling'. This approach develops self-awareness which has the potential to lead to a stronger understanding of recovery-orientated nursing practice.
Taking a co-production approach to mental health nursing curricula more broadly would enhance the potential benefits of EBE involvement. Mental health nurse academics and EBEs partnering to create curricula which meet the requirements for registration and accreditation and at the same time facilitate the development of skills those who have used the service identify as essential are a crucial goal. Although further research and evaluation are required, evidence to date suggests graduates of these programs would be more likely to develop recovery-focused practice and work more collaboratively with service users in a person-focused way. This is the first international, multisite, co-produced research on EBE involvement in mental health nursing education, and as such, our findings are particularly significant and will hopefully provide impetus for further research activity.
RELEVANCE TO PRACTICE
The COMMUNE project indicates there is potential value in the co-production of education by EBEs for undergraduate nursing students. Undergraduate nurses express insecurities and stigmatizing views of service users before entering the mental health settings for the first time (Koskinen et al. 2011) . Such views may become more positive through interactions with EBEs in educational settings, where lived experience perspectives can provide invaluable insights (Perry et al. 2013 ). The present study highlights some specific areas which EBE educators could address in the classroom environment, with the aim of building the capacity of students to provide recovery-orientated clinical practice.
